In order to construct an appropriate health care region for the psychiatric medicine, we have analyzed the care received area of psychiatric patients of Fukuoka prefecture based on the National database that the Ministry of Health, Labour and Welfare has constructed using all the claim data. We have used 56,743 psychiatric cases from 1,288,273 claim data of July 2010 of Fukuoka prefecture. After converting the insurer's code and institution code to health care region number (corresponding to patients living area and institution's location, respectively), we have analyzed the care received area of patients stratpsychiatric emergency care and home care, respectively. health care region in most of the cases. However, the psychiatric emergency care was not self-completed. In order to construct an appropriate health care plan for psychiatric care, the national database is the important information.
Introduction
There is a critic that the Japanese psychiatric care system heavily depends on in-hospital care and lacks the viewpoint of community care. In fact, compared with other countries, our system can be characterized by too many beds of psychiatric care as shown in Table  1 1) .
After 1960s, the western countries, i.e., France and UK have reduced their psychiatric beds and expanded the capacity of community care. Especially they have organized a variety of social rehabilitation programs for the mentally handicapped under the concept of social inclusion. For example, the French government sets the "sector" as a geographic area of integrated psychiatric care that corresponds to 100,000 to 150,000 populations 2) . Within this area, there is a core psychiatric hospital and integrated services from care to social participation program, i.e., education and job opportunity, are organized.
It is important to recognize that there have been several model cases of community psychiatric care in Japan and that Ministry of Health, Labour and Welfare (MHLW) has implemented a series of registrations in order to improve the situation. Despite these efforts, it -tem. The social prejudice must be one of the major reasons. Another reason is a shortage of information about the current situation of psychiatric care. The year 2013 is the year of 6 th revision of Regional Health Care Plan (RHCP) that must be established by each prefectural government every 5 years. The 6 th RHCP must describe how to realize the community based psychiatric care system. This requires a concrete data about the actual situation of psychiatric care.
In 2008, MHLW has started to gather all health
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care insurance claim data and to construct a database, so called National Database (NDB) 3) . Using this database, we have tried to describe the actual situation of psychiatric care in Fukuoka prefecture, Japan.
Material and method
For this analysis, we have used the one month data (October, 2010) of Fukuoka prefecture. This dataset contains the claim data of national health insurance, health insurance for the aged and social aid. Total number of claims was 3,000,000. The ID number was hashed twice in order to make it anonymous. In order to increase the information security level, age was categorized for each 5 years and insures' number were recoded into the Health Care Region (HCR) number. The diagnosis coded by ICD was re-coded as DPC number it became impossible to identify a particular individual.
Using this dataset, we have conducted in-and out--sented by base DPC Note 3 ) for each of 13 HCRs of Fukuoka. As the recent health policy puts more stress on the community care, we have calculated the percentage of psychiatric patients who received home care services.
In order to assure the information security, cells of result tables under 10 cases are masked. Study approval was obtained from the Institutional Review Boards and the Ethics Committee of the University of Occupation- 
Results
yses for in-patient services. The highest self-completion rate was observed in the Tagawa HCR (86.3%), followed by Kitakyushu HCR (82.0%), Fukuoka-Itoshima HCR (80.6%) and Ariake HCR (80.3%). The lowest self-completion rate was observed in the Asakura HCR (50.0%), but if the patients hospitalized in the adjacent HCR (Kurume HCR: 24.7%, Chikushi HCR: 10.2%), the rate was over 80%. This situation is similar for other HCRs.
yses for out-patient services. The highest self-completion rate was observed in the Kitakyushu HCR (89.2%), followed by Fukuoka-Itoshima HCR (91.0%), Iizuka HCR (81.9%), Kurume HCR (8.4%). The rates of these HCRs were higher than those of in-patient for each HCR. Contrary, Kasuya HCR (38.2%) and Nogata-Kurate HCR (44.0%) showed lower rate. These rates were lower than those of in-patient for both HCRs. Table 4 shows the self-completion rate of each aged patients (more than 65 years old) were higher than those of younger generation. The HCRs that showed the in-patient self-completion rate lower than 50% were Yama-Chikugo, Kasuya, Nogata-Kurate, and Asakura. The Kasuya and Nogata-Kurate HCR showed under 50% rate for out-patient care also. Considering the limitation of available resources, the wide HCRs (w-HCRs) are set for the psychiatric Munakata, Chikushi), Chikugo (Asakura, Kurume, Yame-chikugo, Ariake), Chikuho (Iizuka, Tagawa, Nogata-Kurate), Kitakyushu (Kitakyushu, Keichiku). Table 5 showed the self-completion rate of psychiatric emergency care. Although the Kitakyushu wide HCR is over-bed area for the psychiatric in-patient services, this area accepted the only 50% of emergency cases. It is very important to know that 12.5% of psychiatric emergency cases of this area were hospitalized in the other prefectures. Table 6 showed the rate of patients who received the home care services in each HCR. The highest rate was observed in Keichiku HCR (3.1%) and the lowest was in Iizuka HCR (0.7%).
Discussion
There were several limitations for this study. The one claim contains several diagnoses. The reimbursement rule requires for the clinicians to indicate the main diagnosis. But this rule is not always respected and furthermore it is very common that one claim contains more than one main diagnoses. In this study, as we have used the top listed main diagnosis for the analysis, the patients who had psychiatric disorders as co-morbidities and complications were not included into the analysis. Therefore, there might be a selection bias problem. The second problem is the possible bias caused by availability of geographical information. In the case of national health insurance, health insurance scheme for the aged and medical service covered by social assistance, the insurer code indicates the residence area of the patients, so that it is possible to allocate HCR for the each patient. However, in the case of company managed insurance scheme (i.e., Sony, Panasonic, Toyota, etc), the insurers number is unique for all employee.
Thus it is not possible to estimate the patients belonging HCR. Considering the above mentioned limitations, we will discuss the implication for the health policy making.
Historically, the psychiatric care system has been organized at the prefectural level. However, the psychiatric patients occupy 25% of total in-patients, and the number of patents who use the out-patient mental care is also increasing. It is clear that the psychiatric disorder is one of the common diseases in the current Japanese society. Considering this situation, the related organizations such as the Japanese College of Psychiatry and the Japan Association of Psychiatric Hospital, requested for the government to re-consider the health care region for the psychiatric care. The Ministry of Health, Labour and Welfare (MHLW) accepted it and to modify the related law. According to this decision, each prefecture government was required to establish the regional psychiatric care plan for each HCR.
The results of our study have suggested the appropriateness of this decision, that is, the most of HCR showed high self-completion rate for the psychiatric care. However, there was a big problem to be solved for the psychiatric emergency. A psychiatric emergency case often needs both physical and mental emergency treatment. It requires the ER services of general hospital where psychiatric doctors working. However, it is reported that the number of psychiatrists has been decreasing in the acute care hospitals 4) . One of the reasons of this decrease is that the psychiatrists do not receive appropriate respect within the acute somatic care hospi- . This situation must be changed. The enough economic evaluation for the ER activity by psychiatrist -tive solutions, for example. According to the ageing of society, the number of emergency cases with dementia is also increasing in Japan. This situation requires more psychiatrists working for the acute care somatic hospitals as our previous literature has indicated 6) . The ageing of society and development of pharmaceutical treatments for psychiatric disorder have an effect to increase the psychiatric patients who receive care at their home. The current study indicated that the level of home care for the psychiatric patients was still low in Fukuoka prefecture. This situation must be ameliorated.
In order to realize the "normalization" for psychiatric patients, it is quite important to organize the seamless care services from acute in-patient care to home care. This requires an objective data by which we can evaluate the current situation. The National Database must be one of the important data sources for this purpose. It is expected for MHLW to advance its IT strategy and program in more pragmatic way like ResDAC in USA 7) .
Literatures

